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Abstract: Background: ST-segment changes to the fetal electrocardiogram (ECG) may indicate
fetal acidosis. No large-scale characterization of ECG morphology immediately after birth has been
performed, but ECG is used for heart rate (HR) assessment. We aimed to investigate ECG morphology
immediately after birth in asphyxiated infants, using one-lead dry-electrode ECG developed for
HR measurement. Methods: Observational study in Tanzania, between 2013–2018. Near-term and
term infants that received bag-mask ventilation (BMV), and healthy controls, were monitored with
one-lead dry-electrode ECG with a non-diagnostic bandwidth. ECGs were classified as normal, with
ST-elevations or other ST-segment abnormalities including a biphasic ST-segment. We analyzed
ECG morphology in relation to perinatal variables or short-term outcomes. Results: A total of
494 resuscitated and 25 healthy infants were included. ST-elevations were commonly seen both in
healthy infants (7/25; 28%) and resuscitated (320/494; 65%) infants. The apparent ST-elevations were
not associated with perinatal variables or short-term outcomes. Among the 32 (6.4%) resuscitated
infants with “other ST-segment abnormalities”, duration of BMV was longer, 1-min Apgar score lower
and normal outcomes less frequent than in the resuscitated infants with normal ECG or ST-elevations.
Conclusions: ST-segment elevation was commonly seen and not associated with negative outcomes
when using one-lead dry-electrode ECG. Other ST-segment abnormalities were associated with
prolonged BMV and worse outcome. ECG with appropriate bandwidth and automated analysis may
potentially in the future aid in the identification of severely asphyxiated infants.
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1. Introduction
Heart rate (HR) assessment is essential when evaluating a compromised newborn
infant immediately after birth. Most depressed infants with a HR < 100 beats per minute
respond with an increase in HR to basic newborn resuscitation measures including drying,
stimulation and mask ventilation [1]. However, some infants experience a more severe
hypoxic-ischemic insult leading to impaired oxygen supply to the myocardium, neonatal
encephalopathy and/or death [2,3].
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In recent years, ST-analysis (STAN) of the fetal electrocardiogram (ECG) has been
used in combination with cardiotocography (CTG) for surveillance of fetal wellbeing. Fetal
metabolic acidosis is suspected when an abnormal CTG is accompanied by changes in
the ST-segment of the fetal ECG [4]. A Cochrane review of CTG with STAN reported that
enhanced monitoring with both techniques leads to reduced need for admission to the
neonatal unit as well as less instrumental vaginal deliveries [5].
Immediately after birth, no standardized delivery room evaluation of myocardial
compromise has been possible [6]. Indeed, the current way to analyze ST-segment changes
with a traditional diagnostic bandwidth (0.05–150 Hz) 12-lead ECG is not suitable for use in
the delivery room. After admission to a neonatal unit, cardiac enzymes including troponins
are used for diagnostic and prognostic work-up [7,8]. Research to investigate other methods
to assess myocardial involvement has been hampered by their resource intensiveness (e.g.,
echocardiography) or lack of feasibility (e.g., a need for mother-infant separation). ECG
is now widely used as a reliable method for neonatal HR assessment in the delivery
room [9,10]. Recently, easily applicable dry-electrode ECG designed for HR measurement
has been introduced [11–13]. However, a potential limitation of ECG monitors for HR
measurement is a more limited bandwidth than traditional 12-lead diagnostic ECG and
STAN [14], which may lead to falsely elevated ST-segments [15].
We recorded one-lead dry-electrode ECG in a large cohort of infants resuscitated
with bag-mask ventilation (BMV), and a healthy control group immediately after birth.
We aimed to describe ECG morphology during the first minutes of life, and analyze the
association between ECG morphology and short-term outcomes using this easily applicable
equipment.
2. Materials and Methods
This observational study is part of Safer Births, a research project on labor surveillance
and newborn resuscitation in low-income settings [16].
2.1. Study Design and Participants
We used data collected between 01.07.13 and 30.06.18 at Haydom Lutheran Hospital,
a rural Tanzanian referral hospital with 3.600–4.600 annual deliveries [17]. Newborn
resuscitation was mainly the responsibility of midwives. All newborn infants were dried
thoroughly after birth, and non-breathing neonates were stimulated before the umbilical
cord was clamped and cut. Neonates not responding to stimulation were transferred to
the resuscitation table, and a dry-electrode ECG sensor were placed around the newborn’s
trunk (Figure 1). The local procedure for newborn resuscitation followed the Helping
Babies Breathe algorithm, emphasizing stimulation and early initiation of BMV, and did
not include chest compressions or medication [18]. After stabilization, the midwives
decided, based on the clinical condition, whether to keep the newborn with the mother
or transferring the infant to a neonatal ward offering basic care, including antibiotics,
phototherapy, and intravenous fluids, but no respiratory support, except for supplemental
oxygen by nasal cannula [19].
For this study, term and near-term (from 34 weeks gestation) infants that received
BMV and had concomitantly ECG recordings were eligible. See Figure 2 for the flow of
study participants. We also included a control group (n = 44) of healthy infants, without
any need for resuscitation after birth, but who had dry-electrode ECG placed for evaluation
of HR.
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Figure 1. The dry‐electrode ECG sensor used in this study.
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For this study, term and near‐term (from 34 weeks gestation) infants that received
BMV and had concomitantly ECG recordings were eligible. See Figure 2 for the flow of
study participants. We also included a control group (n = 44) of healthy infants, without
any need for resuscitation after birth, but who had dry‐electrode ECG placed for evalua‐
tion of HR.
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(ii) ST-elevation, or (iii) “other ST-segment abnormalities”, including ST-depression and
biphasic ST-segment. Examples are shown in Figure 3. Disagreements in interpretations
were solved by consensus.
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2.4. Outcome Variables
The primary outcome was ECG morphology in relation to three types of short-term
outcomes; death (fresh stillbirth or early neonatal death, i.e., within one week), admission to
the neonatal unit and alive at one week of age, or “normal outcome” defined as not in need
for admission to the neonatal unit. Secondary outcomes include the following “perinatal
variables”; mode of delivery, obstructed labor, Apgar scores, HR data immediately after
birth and duration of BMV.
2.5. Statistical Analyses
We used SPSS (IBM SPSS Statistics for Mac, version 26.0; IBM Corp., Armonk, NY,
USA) and Matlab R2021a (MathWorks Inc., Natick, MA, USA) for statistical analyses.
Continuous variables are presented as means with standard deviation (SD) or medians
with 25 and 75 percentiles (p25, p75), as appropriate. Categorical variables are presented
as numbers (%). Differences between infants with ECG in the different morphological
ECG-categories were analyzed with Kruskal–Wallis (continuous variables) or Chi-squared
test (categorical variables). A p < 0.05 was considered statistically significant.
2.6. Ethical Considerations
Ethical approval was granted by the National Institute for Medical Research in Tanzania (Ref. NIMR/HQ/R.8a/Vol.IX/1434) and the Regional Committee for Medical and
Health Research Ethics in Western Norway (Ref.2013/110). All mothers were informed
about the ongoing research. Depending on whether the infant was included in a randomized controlled trial, the mothers gave deferred oral informed consent.
3. Results
During the five-year study period, 19,587 neonates were born, of which 1451 were
resuscitated with BMV. The flow of study participants is shown in Figure 2.
3.1. ECG in Healthy Newborn Infants
The ECG sensor was mounted on the infants directly after birth to provide normative
HR-data from the time of birth and before and after cord clamping [11]. The ECG recordings
of 44 healthy infants were often subject to movement artefacts due to handling and vigorous
infants. Of 44 recordings, 19 (43%) were of insufficient quality for interpretations to be
made. In the 25 infants with acceptable quality ECGs, 18 (72%) had normal ECG and
7 (28%) had ECG ST-segment elevation. No healthy newborn had ECG classified as “other
ST-segment abnormality”.
3.2. ECG in Resuscitated Newborn Infants
We included ECGs from 547 near-term and term resuscitated infants (Figure 2). After a thorough evaluation of the ECGs from these infants, we could not interpret STcharacteristics in 53 (10%), and we included 494 ECGs in the final analysis.
The early episodes of ECG were analyzed as soon as the ECG was obtained with
acceptable quality and low intra-period HR variation, at a median of 117 (92, 143) seconds
after birth. The late episodes of ECG assessment were analyzed at the very end of the
resuscitation and stabilization episodes, at a median of 359 (238, 578) seconds after birth.
In 125 (25%) infants ECGs were normal both in the early and late period. In 311 (63%)
infants the ECG appeared to have ST-segment abnormalities (including ST-elevations
and/or “other ST-segment abnormalities”) both in the early and late period. In 32 infants
the ST-segment changed from abnormal in the early to normal in the late period. In
16 infants a normal ECG changed to abnormal from the early to the late period. In 10 infants,
the ECG was only possible to interpret in the early period (9 had ST-segment changes, and
1 was normal). In 4 infants the ECG was only possible to interpret in the late period (3 had
ST-segment changes and 1 was normal). We did not observe any infant with ventricular
fibrillation (VF) at onset of or during resuscitation.
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3.3. Association between ECG Morphology and Perinatal Outcomes
Perinatal and neonatal characteristics in relation to ECG morphological category, based
on the early episodes, are presented in Figure 1. A biphasic ST-segment comprised the
main finding in the “other ST-segment abnormality” category, as exemplified in Figure 3c.
There was no difference in rates of obstructed labor between infants in the three ECG
groups, but infants delivered by caesarean (C-) section had a higher rate of “other STabnormalities” in their ECG (Table 1). In the infants with “other ST-segment abnormalities”,
the duration of BMV was significantly longer, HRs were lower, 1-min Apgar score was
lower and rates of normal outcome were lower than in infants with normal ECG or with
ST-elevations (Table 1). Table 2 shows characteristics of infants in the three major clinical
outcome categories. Infants who died were more frequently delivered by C-section, had
higher rates of bradycardia and were resuscitated longer with BMV. The rate of “other ST
abnormalities” was also higher in infants who died. In contrast, we found no association
between ST-elevations and clinical outcomes.
Table 1. Baseline characteristics and outcomes of resuscitated infants (n = 494) with three different
ECG morphological findings.
Normal ECG
(n = 142)

ST Elevation
(n = 320)

Other ST-Segment
Abnormalities (n = 32)

p-Value 1

Obstructed labor *

19 (13)

34 (11)

3 (9)

0.65

Vaginal head delivery

73 (51)

186 (58)

11 (34)

0.02

Caesarean section

63 (44)

119 (37)

20 (63)

0.01

Vaginal breech delivery

4 (3)

11 (3)

1 (3)

0.94

Vacuum

2 (1)

4 (1)

0 (0)

0.80

Gender (male)

70 (49)

207 (65)

14 (44)

0.002

Birth weight (g)

3155 (2750, 3500)

3290 (2990, 3600)

3110 (2943, 3415)

0.06

Apgar 1 min

7 (5, 7)

7 (5, 7)

5 (3, 7)

0.01

Apgar 5 min

10 (8, 10)

10 (8, 10)

9 (7, 10)

0.09

First heart rate [bpm]

128 (76, 165)

129 (74, 163)

66 (53, 134)

<0.001

Time from birth to ST analysis [s]

120 (95, 151)

116 (91, 142)

107 (89, 135)

0.21

Heart rate during ST analysis [bpm]

160 (139, 173)

157 (137, 172)

96 (56, 162)

<0.001

BMV duration (s)

126 (68, 269)

143 (63, 281)

305 (117, 857)

0.002

Normal outcome

83 (58)

187 (58)

11 (34)

0.03

Admitted neonatal unit

44 (31)

97 (30)

13 (41)

0.49

Death-total

15 (11)

36 (11)

8 (25)

0.06

Classified as fresh stillbirth

1 (1)

4 (1)

1 (3)

0.53

Death within 24 h

9 (6)

21 (7)

5 (16)

0.15

5 (4)

11 (3)

2 (6)

0.72

ANTENATAL CHARACTERISTICS

NEONATAL CHARACTERISTICS

Resuscitation and outcomes

Death from 1–7 days
1

p values analyzed with Kruskal–Wallis or Chi-squared test. BMV—bag mask ventilation; bpm—beats per minute.
Fresh stillbirths with ECG are misclassified by the observer. * Obstructed labor on the World Health Organization
partogram.
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Table 2. Characteristics of 494 infants with three outcomes.
Feature

Normal (n = 281)

Admitted (n = 154)

Death (n = 59)

p-Value 1

FHR < 120 bpm or > 160 bpm

26 (9)

28 (18)

10 (17)

0.02

Caesarean section

96 (34)

71 (46)

35 (59)

<0.001

ST elevation

187 (67)

97 (63)

36 (61)

0.62

Other ST abnormalities

11 (4)

13 (8)

8 (14)

0.01

First HR < 60 bpm

24 (9)

25 (16)

20 (34)

<0.001

First HR 60–100 bpm

49 (17)

57 (37)

25 (42)

<0.001

First HR ≥ 100 bpm

208 (74)

72 (47)

14 (24)

<0.001

Apgar 1 min

7 (7, 8)

6 (4, 7)

4 (2, 6)

0.01

Apgar 5 min

10 (10, 10)

8 (6, 10)

6 (3, 10)

0.09

95 (53, 172)

234 (96, 425)

479 (211, 1297)

0.002

Duration of BMV [s]
1

p values analyzed with Kruskal–Wallis or Chi-squared test. BMV—bag mask ventilation; bpm—beats per minute;
FHR—fetal heart rate; HR—heart rate.

4. Discussion
In this observational study, we present data on morphological analysis of one-lead
dry-electrode ECG with a limited bandwidth from the first minutes of life. ST-segment
elevations were observed in 28% of a control group of healthy infants, and in more than
60% of infants resuscitated after birth. In the latter group we found no associations between
ST-elevations and perinatal variables or short-term outcomes. However, infants with “other
ST-segment abnormalities”, in particular biphasic pattern, were ventilated longer after birth
and had lower rates of normal outcome.
The equipment used for capturing ECG after birth had a limited 1–150 Hz bandwidth
and was primarily designed for HR measurement and not ST-segment analysis. The
1–150 Hz bandwidth constitutes a high pass filter that may lead to a drift of the STsegment that is falsely interpreted as ST-segment elevation, but in the absence of myocardial
ischemia [15]. The device’s intended purpose is HR registration where the 1 Hz lower
corner frequency is beneficial for reducing movement artefacts commonly observed during
neonatal resuscitation. ST-elevations were indeed more commonly observed in resuscitated
infants versus healthy controls, but in the absence of an association with clinical outcomes
we speculate that the frequently occurring ST-segment elevations in our material at least
partly may represent “false” ST-elevations.
In contrast, a biphasic ST-segment or other ST-segment abnormalities were associated
with indicators of perinatal asphyxia including a lower HR after birth, need for a longer
period of BMV, and lower rates of normal outcome. These ECG changes are potentially
not subjected to the same possible error in the equipment used. Barberi et al. [20] reported
that the most severe ECG findings [21], i.e., a flat or inverted T-wave, ST-depression or
-elevation and abnormal Q-waves, were observed only in the group of severely asphyxiated
infants. However, in their study, the ECG was taken at 24–36 h of age. Our analysis
approach and results are more in line with the fetal STAN-classification, where biphasic
ST-segment changes signify more severe asphyxia [22]. Notably, STAN utilizes a 0.05 to
100 Hz bandwidth [14]. In newborn piglet cardiac arrest studies, high frequencies of VF
have been observed [23]. We did not observe VF in our study, but the number of neonates
with severe asphyxia was limited. Moreover, swine are known to be more arrhythmogenic
than humans, which may also explain why we did not observe cases with VFs [24].
The strength of our study is the large sample size of infants that were resuscitated with
BMV and had ECG recordings of adequate quality for visual analysis. No other clinical
study has evaluated ECG morphology immediately after birth in a large number of infants
in need of BMV. Studies that evaluated ECG morphology the first or second day after
perinatal asphyxia are mainly with small numbers and several decades old [20,21]. The
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major limitation is that we used ECGs from a monitor with a non-diagnostic bandwidth that
may have resulted in “false” ST-elevations. Vigorous stimulation procedures were reasons
for poor ECG quality, and visual analysis and classification based on ECG patterns are
challenging. We decided on a crude three-level ECG classification that allowed a variety of
ST-elevations to be classified in the same group. A standard ECG with neonatal electrodes
was not available in this setting Moreover, we did not differentiate between subtle and
more marked changes to the ST-segment and we did not include specific classification of
the Q-waves. However, such further differentiation was not feasible given the signal noise
often present in the ECGs in our setting with handling and resuscitation immediately after
birth. The rural, low-income study site setting did not allow us to perform biochemical
studies or echocardiography assessment of myocardial injury. Finally, the control group of
healthy infants was small. Despite these limitations, our study generates hypotheses to be
further investigated.
5. Conclusions
ST-segment elevations may not be a good proxy for severity of asphyxia when recorded
with a non-diagnostic bandwidth ECG device intended for HR measurement. In contrast,
biphasic ST-segment abnormalities are associated with bradycardia after birth and a need
for prolonged BMV and might indicate significant asphyxia when this equipment is being used. Currently, automated systems for ECG classification are established for both
adult [23] and fetal [22] ECG. Automated evaluation of the neonatal ECG, with appropriate bandwidth and automated analysis should be validated in future studies in order
to evaluate whether this potentially can aid in the identification of severely asphyxiated
infants.
Author Contributions: J.L.: Conception and design, collection and assembly of the data, analysis and
interpretation of the data, drafting of the article, critical revision of the article for important intellectual
content, final approval of the article. A.L.S.: Conception and design, analysis and interpretation of
the data, drafting of the article, critical revision of the article for important intellectual content, final
approval of the article. J.E.: Data collection, conception and design, analysis and interpretation of
the data, drafting of the article, critical revision of the article for important intellectual content, final
approval of the article. H.K.: Collection and assembly of the data, critical revision of the article for
important intellectual content, final approval of the article. L.B.: Data collection, critical revision
of the article for important intellectual content, final approval of the article. H.E.: Conception and
design, critical revision of the article for important intellectual content, final approval of the article.
C.K.: Conception and design, analysis and interpretation of the data, drafting of the article, critical
revision of the article for important intellectual content, final approval of the article. All authors have
read and agreed to the published version of the manuscript.
Funding: The study was supported by the Laerdal Foundation and the Research Council of Norway
through the Global Health and Vaccination Program (GLOBVAC), project number 228203. Jørgen
Linde has an unconditional grant for a post doc position from Laerdal Foundation.
Institutional Review Board Statement: The research reported complies with the guidelines for
human studies and includes evidence that the research was conducted ethically in accordance with
the World Medical Association Declaration of Helsinki. Ethical approval was granted by the National
Institute for Medical Research in Tanzania (Ref. NIMR/HQ/R.8a/Vol.IX/1434) and the Regional
Committee for Medical and Health Research Ethics in Western Norway (Ref. 2013/110).
Informed Consent Statement: Depending on whether the infant was included in a randomized
controlled trial, the mothers gave deferred oral informed consent.
Data Availability Statement: Deidentified individual participant data will be made available to
researchers whose methodologically sound proposal has been approved by the Scientific Steering
Committee for Safer Births Study Group. Proposals may be submitted up to 36 months following
article publication to hege.ersdal@safer.net.

Children 2022, 9, 54

9 of 10

Acknowledgments: We want to thank all contributors to the study, especially the participantsmothers and children-and all midwives, research assistants and research nurses at Haydom Lutheran
Hospital.
Conflicts of Interest: Jørgen Linde is married to an employee of Laerdal Global Health. Joar
Eilevstjønn is an employee of Laerdal Medical. The other authors have no financial relationships
relevant to this article to disclose. The funder had no role in study design, data collection and analysis,
decision to publish, or preparation of the manuscript.

References
1.

2.
3.

4.
5.
6.
7.
8.
9.
10.
11.
12.

13.
14.
15.

16.
17.
18.

19.

20.

21.

Madar, J.; Roehr, C.C.; Ainsworth, S.; Ersdal, H.; Morley, C.; Rudiger, M.; Skare, C.; Szczapa, T.; Te Pas, A.; Trevisanuto, D.; et al.
European Resuscitation Council Guidelines 2021: Newborn resuscitation and support of transition of infants at birth. Resuscitation
2021, 161, 291–326. [CrossRef] [PubMed]
Martin-Ancel, A.; Garcia-Alix, A.; Gaya, F.; Cabanas, F.; Burgueros, M.; Quero, J. Multiple organ involvement in perinatal
asphyxia. J. Pediatr. 1995, 127, 786–793. [CrossRef]
Nestaas, E.; Skranes, J.H.; Stoylen, A.; Brunvand, L.; Fugelseth, D. The myocardial function during and after whole-body
therapeutic hypothermia for hypoxic-ischemic encephalopathy, a cohort study. Early Hum. Dev. 2014, 90, 247–252. [CrossRef]
[PubMed]
Amer-Wahlin, I.; Marsal, K. ST analysis of fetal electrocardiography in labor. Semin. Fetal Neonatal Med. 2011, 16, 29–35. [CrossRef]
[PubMed]
Neilson, J.P. Fetal electrocardiogram (ECG) for fetal monitoring during labour. Cochrane Database Syst. Rev. 2015, 21, CD000116.
[CrossRef]
Popescu, M.R.; Panaitescu, A.M.; Pavel, B.; Zagrean, L.; Peltecu, G.; Zagrean, A.M. Getting an Early Start in Understanding
Perinatal Asphyxia Impact on the Cardiovascular System. Front. Pediatr. 2020, 8, 68. [CrossRef] [PubMed]
Clark, S.J.; Newland, P.; Yoxall, C.W.; Subhedar, N.V. Cardiac troponin T in cord blood. Arch. Dis. Child. Fetal Neonatal Ed. 2001,
84, F34–F37. [CrossRef] [PubMed]
Liu, X.; Chakkarapani, E.; Stone, J.; Thoresen, M. Effect of cardiac compressions and hypothermia treatment on cardiac troponin I
in newborns with perinatal asphyxia. Resuscitation 2013, 84, 562–567. [CrossRef]
Katheria, A.; Rich, W.; Finer, N. Electrocardiogram provides a continuous heart rate faster than oximetry during neonatal
resuscitation. Pediatrics 2012, 130, e1177–e1181. [CrossRef] [PubMed]
van Vonderen, J.J.; Hooper, S.B.; Kroese, J.K.; Roest, A.A.; Narayen, I.C.; van Zwet, E.W.; te Pas, A.B. Pulse oximetry measures a
lower heart rate at birth compared with electrocardiography. J. Pediatr. 2015, 166, 49–53. [CrossRef] [PubMed]
Linde, J.E.; Schulz, J.; Perlman, J.M.; Øymar, K.; Francis, F.; Eilevstjønn, J.; Ersdal, H.L. Normal Newborn Heart Rate in the First
Five Minutes of Life Assessed by Dry-Electrode Electrocardiography. Neonatology 2016, 110, 231–237. [CrossRef]
Linde, J.E.; Eilevstjonn, J.; Oymar, K.; Ersdal, H.L. Feasibility of a prototype newborn resuscitation monitor to study transition at
birth, measuring heart rate and ventilator parameters, an animal experimental study. BMC Res. Notes 2017, 10, 235. [CrossRef]
[PubMed]
Eilevstjonn, J.; Linde, J.E.; Blacy, L.; Kidanto, H.; Ersdal, H.L. Distribution of heart rate and responses to resuscitation among
1237 apnoeic newborns at birth. Resuscitation 2020, 152, 69–76. [CrossRef] [PubMed]
Neoventa. Service Manual STAN S31 Fetal Heart Monitor. Mölndal, Sweden. Available online: https://www.neoventa.com/wpcontent//uploads/filebase/Documents/10_PRD101004_44_R4B.pdf (accessed on 11 November 2021).
Buendia-Fuentes, F.; Arnau-Vives, M.A.; Arnau-Vives, A.; Jimenez-Jimenez, Y.; Rueda-Soriano, J.; Zorio-Grima, E.; Osa-Saez, A.;
Martinez-Dolz, L.V.; Almenar-Bonet, L.; Palencia-Perez, M.A. High-Bandpass Filters in Electrocardiography: Source of Error in
the Interpretation of the ST Segment. Int. Sch. Res. Not. 2012, 2012, 706217. [CrossRef]
Linde, J.E.; Perlman, J.M.; Oymar, K.; Schulz, J.; Eilevstjonn, J.; Thallinger, M.; Kusulla, S.; Kidanto, H.L.; Ersdal, H.L. Predictors of
24-h outcome in newborns in need of positive pressure ventilation at birth. Resuscitation 2018, 129, 1–5. [CrossRef] [PubMed]
Stordal, K.; Eilevstjonn, J.; Mduma, E.; Holte, K.; Thallinger, M.; Linde, J.; Mdoe, P.; Kidanto, H.; Ersdal, H.L. Increased perinatal
survival and improved ventilation skills over a five-year period: An observational study. PLoS ONE 2020, 15, e0240520. [CrossRef]
American Academy of Pediatrics. Guide for Implementation of Helping Babies Breathe (HBB). Healthy Newborn Network 2011.
Available online: https://www.healthynewbornnetwork.org/resource/guide-for-implementation-of-helping-babies-breathehbb/ (accessed on 11 November 2021).
Moshiro, R.; Perlman, J.; Kidanto, H.; Kvaløy, J.; Mdoe, P.; Ersdal, H. Predictors of death including quality of positive pressure
ventilation during newborn resuscitation and the relationship to outcome at seven days in a rural Tanzanian hospital. PLoS ONE
2018, 13, e0202641.
Barberi, I.; Calabro, M.P.; Cordaro, S.; Gitto, E.; Sottile, A.; Prudente, D.; Bertuccio, G.; Consolo, S. Myocardial ischaemia in
neonates with perinatal asphyxia. Electrocardiographic, echocardiographic and enzymatic correlations. Eur. J. Pediatr. 1999, 158,
742–747. [CrossRef]
Jedeikin, R.; Primhak, A.; Shennan, A.T.; Swyer, P.R.; Rowe, R.D. Serial electrocardiographic changes in healthy and stressed
neonates. Arch. Dis. Child. 1983, 58, 605–611. [CrossRef]

Children 2022, 9, 54

22.
23.
24.

10 of 10

Martinek, R.; Kahankova, R.; Martin, B.; Nedoma, J.; Fajkus, M. A novel modular fetal ECG STAN and HRV analysis: Towards
robust hypoxia detection. Technol. Health Care. 2019, 27, 257–287. [CrossRef]
McNamara, P.J.; Engelberts, D.; Finelli, M.; Adeli, K.; Kavanagh, B.P. Vasopressin improves survival compared with epinephrine
in a neonatal piglet model of asphyxial cardiac arrest. Pediatr. Res. 2014, 75, 738–748. [CrossRef] [PubMed]
Lelovas, P.P.; Kostomitsopoulos, N.G.; Xanthos, T.T. A comparative anatomic and physiologic overview of the porcine heart. J.
Am. Assoc. Lab. Anim. Sci. 2014, 53, 432–438. [PubMed]

